The diagnosis of giobulo-maxillary cyst was made in spite of the fact that typically such cysts occur between the maxillary lateral incisor and canine. Globulo-maxillary cysts are presumed to be of similar origin to the alveolar clefts associated with cleft lip which it is well known may pass between the central and lateral incisors. At least one globulo-maxillary cyst in this situation has been described (Roper-Hall, H. T., 1938, Brit. dent. J., 65, 405) .
At operation a smooth-walled cavity was found with a thick loosely attached lining of firm tissue with only a small central cavity. This tissue was enucleated and the bone cavity allowed to heal by granulation. One year later the cavity was almost obliterated and was erupting. Regeneration of bone is now complete and there is no evidence of recurrence (Fig. 2 ). Under the care of Mr. H. E.
Wilson an appliance is being used to bring 12 into position in the area. On section the tissue proved to be composed of a disorderly arrangement of bundles of connective tissue fibres among which is a good deal of mucoid material. Some of the fibres stain deeply with heematoxylin and with mucin stains. This unusual staining reaction is probably due to a concentration of cement substance or mucoid material on the surface of the fibres rather than a degeneration of the fibres themselves. The central cavity has no epithelial lining and was probably produced by complete degeneration of the centre of the mass. The larger collagen bundles appear to be centred about vessels and the mucoid material and heematoxylin-staining fibres are mostly between these compact collagen bundles (Fig. 3 (Fig. 1 ).
Abscess incised. Cap splints applied. Odontome and tooth removed by intraoral approach. No fracture of mandible. Healed and splints removed twentyeighth day.
Pathology. -Ovoid mass 11 in. by IG in. by 1 in. enclosing imperfectly formed tooth. Microscopical examination of decalcified specimen, chiefly dentine: Some spaces contain pulpal tissue, often with acute inflammatory infiltration; some spaces possibly had contained enamel. ). E. W., female, aged 68. Swelling of left mandibular ramus enlarging over twenty-five years. Painless, and mandibular excursion was normal. Bony hard on examination with irregular but well-defined margins. Facial nerve and parotid gland unaffected (checked by 41 sialography). Radiographs demonstrate a lob_ulated radiopaque mass with evidence of a pedicle (Fig. 1 Photographs, radiographs and models were shown illustrating the following causes of asymmetry of the mandible:
(1) Hyperplasia of one mandibular condyle.-Two cases of this were shown; one showing grass asymmetry in a boy of 16, treated by condylectomy (Mr. D. N. Matthews) and the other a very slight asymmetry in a boy of 15 . This case had been observed for two years and the abnormal growth had apparently ceased.
(2) Lack of condylar growth on one side.-The case shown was a woman of 29 who gave no history of injury or disease and in whom asymmetry had been present since childhood. Radiographs revealed an absence of the glenoid fossa and gross malformation of the condylar head.
(3) Permanent dislocation of one temporo-mandibular joint.-This patient (Fig. 1 ) gave no history of injury, had a full range of movement of his mandible and was entirely free from symptoms. Radiographs revealed one condyle to be fully formed but dislocated forwards. (4) Primary occlusal derangement. This patient had assumed a bite of convenience with her mandible deviated to the left and complained of pain in her temporo-mandibular joints. This deviation was due to premature loss of some posterior teeth and was corrected by bite rehabilitation which also cured her pain. Existing full dentures fitted two years previously. On examination. Swelling of body and ramus of right mandible. No attachment to skin. Fungating ulcer in the region of the lower right alveolar ridge and floor of mouth. It was hard, irregular and bleeding. X-ray examination. A polycystic condition involving the body and ramus of the mandible with complete destruction of the superior border of the body. The region of the angle was not involved. Diagnosis. Clinical diagnosis of adamantinoma was supported by report on biopsy taken from ulcer in mouth (9.12.52).
Operation 2.1.53 (Mr. Charles Donald). Excision of right mandible (Fig. 1) . Post-operative course uneventful. Histopathology.-Adamantinoma. Epithelial masses are bordered by columnar vacuolated cells with nuclei orientated away from the sparse connective tissue stroma. There are many small stromal cysts. Some larger cysts appear to have originated within the epithelial proliferations where in places the characteristic stellate reticulum appearance is seen (Fig. 2) .
Comment.-The age of this patient is well above the average age of discovery of-adamantinoma which was computed by Robinson (1937) from a series of 222 instances as being 30-1 years. In the same series, amounting to 379 cases in all, the highest age of discovery was 73. It is also unusual for adamantinoma to present as an ulceration in the mouth. According to Thoma (1950) with the exception of a few atypical cases the soft tissues are not involved and he regards this as an important diagnostic point of differentiation from malignant tumours such as carcinoma. It is therefore of interest to record that in this case the patient was referred to hospital by his general practitioner as a case of carcinoma and that such a possibility remained until ruled out by the X-ray appearances and biopsy. Histological findings were typical of adamantinoma and had the added interest of presenting both epithelial cysts and some smaller stromal cysts as described by Lucas and Thackray (1952) .
Excision of the right mandible has resulted in remarkably little deformity and speech is clear.
In view of the patient's age no bone graft or plastic restoration is contemplated. erythematous margin. Inside the left cheek (Fig. 1) Gum: there is a localized erythematous lesion 03 cm. diam. on the attached gingivxe above 112 which has remained the same in size and appearance to the patient's knowledge for four years. There are two more identical lesions on the gum over 134 and l5.
Histopathology of the lesion over 112 (Fig. 2 ).-There are well-marked atrophic changes in the well-keratinized stratified squamous epithelium, with atrophy of the epithelial ridges and a thinning and stretching of all the epithelial layers. The vessels of the papillary layer of the dermis are dilated and there is only a sparse lymphocytic infiltration in contrast to the more dense lymphocytic and plasma-cell infiltration of the middle and lower portions of the dermis. 18. The centre is slightly more red than the surrounding mucosa and has the appearance of epithelialized granulations. On palpation the centre has a slightly shotty feeling. Anterior to this lesion in the cheek there are two minute red areas, each with a smooth, lighter coloured centre. Right cheek: there is a symmetrically placed, smaller, almost identical lesion.
Histopathology.-Secondary atrophic changes of the dermis are not well marked but the vessels of the papillary layer of the dermis are dilated, and there is a sparse lymphocytic and plasma-cell infiltration. In the middle and lower portions of the dermis the infiltration is more dense with the lymphocytes and plasma cells forming clumps. Paintings, photographs and records of 4 cases of Behcet's disease were shown at the meeting.
3 were females and 1 a male.
Two of the patients were first referred to a dental out-patient department and one of these had suffered from ulcers of the mouth for four years and the other for over twelve years.
The genital lesions were troublesome in all cases. One woman developed a large deep ulcer of the vulva which increased within a few days of onset to about 2 in. by 1 in. and perforated the labia minora. The man had a recurrent epididymitis.
Eye lesions were present in 2 of the cases-I had phlyctenules and the other iritis. In April 1952 a schoolgirl, aged 15, presented with a small, painless, indurated mass in left upper lip. Biopsy taken from the oral aspect of the lip: " . .. . cellular elements of this tumour reminiscent of oat-cell carcinoma or any form of spindle-cell carcinoma. The units of cells are infiltrative between the bundles of connective tissue and muscle .., it would be difficult to come to a final decision especially as to a possible primary site elsewhere (bronchus, suprarenal, &c.) Commenced course of deep X-ray therapy at once. Appeared to respond satisfactorily. Re-admitted 21.7.52 with glands palpable in the left submandibular and mid-cervical regions. Teleradium was applied to these metastatic areas.
Numerous forms of
Died 9.11.52. Cause of death given as carcinomatosis from primary carcinoma of sweat gland; multiple hlmorrhages and anemia resulting from diffuse microscopic involvement of the bones. On examination the greater part of the lower lip was missing. The lower incisors and the gum were uncovered. The edge had some scar tissue, heaped granulations and a few deep fissures. Several sections taken for biopsy showed chronic fibrosis, inflammation but no evidence of malignancy.
Eventually the patient admitted having used a caustic stick on the lip daily for over two years, in an endeavour to cure some cracks on the lip. A plastic operation was performed to restore a lower lip and he returned to his farm. Six months later he reported for follow-up. The appearance was excellent and the function good. History.-Mr. G. A., aged 37, a diabetic receiving 60-80 units of zinc protamine insulin daily, was referred by own dentist on account of pain and periodontal disease in 16. Pus had been drained away by placing a probe down the periodontal membrane.
Examination.-A well-kept mouth. 16 was heavily filled, non-vital, and exhibited slight mobility. A 12 mm. pocket was present palatally, from which some pus could be expressed.
X-rays showed the tooth to be root filled in all three canals, and bone resorption to be present around the palatal root (Fig. 1) .
Treatment.-The case was considered ideal for root resection-palatal root involved, the tooth dead and root-filled, and necessary for function. Under a limited amount of Xylocaine (2 %, adrenaline 1: 80,000) the gum was resected palatally and the root resected with a fissure burr. The cut surface was then smoothed, and a cement pack inserted.
The case was shown ten days post-operatively. Subsequent healing has been entirely uneventful; the tooth is as firm as before the operation. X-rays taken one week post-operatively are shown in Fig. 2 THE Black Leopard, "Satan", was killed on November 14, 1952, and a post-mortem examination was made the following day. The animal was emaciated, having been ill for some time.
The post-mortem showed a localized condition involving the right upper and lower jaws. Of the upper jaw, the jugal and the posterior aspects of the maxillary bones were destroyed, the pterygoid region being filled with a large necrotic mass. The middle cranial fossa was not involved.
The lower jaw was expanded by a soft new growth which had eroded the outer plate of bone, presenting an irregular nodular swelling. The coronoid process (which is large in carnivora giving attachment to the temporalis), the condyle as well as the posterior third of the horizontal ramus of the jaw were replaced by the tumour mass. The lesion was of a firm consistency but presented a number of cystic spaces (Fig. 1 ). An X-ray of the jaw (Fig. 2) showed a large radiolucent area extending from the anterior root of the 2nd premolar tooth to the condyle of the jaw (one retained root of the 1st premolar could be seen just anterior to the mental foramen). The area presented cystic cavities of varying size and the inferior margin of the lesion showed an irregular (eroded) outline. The roots of the camassial tooth (1st molar) were completely resorbed and the posterior root of the 2nd premolar also showed resorption. Two pathological fractures could be noted, one at the lower border of the jaw, below the camassial tooth, and the other between the horizontal ramus and the condylar process. The latter fracture caused the condyle to be pressed downwards so as to lie on a level with the lower border of the jaw. One of the outlying groups of the submaxillary lymph glands was enlarged, though not attached to the deep tissues. Bisection of the gland showed that it had been replaced by tumour tissue following metastatic spread.
The carnassial tooth as well as the premolar teeth on the left side were fairly clean. Thick dark calculus was deposited on the teeth of the right side. This was particularly so in the case of the mandibular 2nd premolar and the carnassial tooth. This latter tooth was loose, its roots having been completely eroded by the tumour. A few strands of fibrous tissue were all that held the crown in place.
Histological preparations of the lesion were made on which Dr. L. W. Proger of the Pathology Department of the Royal College of Surgeons reported:
